Introduction
Rupture of the spleen is usually secondary to known trauma, most commonly during upper abdominal surgery or as a consequence of a road traffic accident (Devlin, Evans and Birkhead, 1969; Danforth and Thorbjornarson, 1976) . Rupture without known preceding injury is a rare occurrence (Orloff and Peskin, 1958) although first reported in 1874 by Atkinson. Hyun, Varga and Rubin (1972) suggested that in cases of non-traumatic rupture the term 'spontaneous rupture' be used when the spleen is normal and 'pathological rupture' when the spleen is diseased.
Most causes of splenomegaly have at one time been reported as predisposing to rupture. The commonest diseases associated with 'pathological rupture' are malaria and infectious mononucleosis (Custer and Smith, 1946) ; rupture being quoted as the commonest cause of death in the latter (Rawsthorne, Cole and Kyle, 1970) .
'Spontaneous rupture' of the normal spleen is now well documented but remains rare. It usually presents as an acute upper abdominal emergency masquerading as a perforated duodenal or gastric ulcer (Orloff and Peskin, 1958) but it may also present with chronic symptoms suggesting a diagnosis of carcinoma of the stomach (Grech, 1971; Foley et al., 1969) . 'Spontaneous rupture' is also recorded in pregnancy (Embrey and Painter, 1962) and it may rarely complicate anticoagulant therapy (Soyer, Merk and Aldrete, 1976; Seltzer and Quarantillo, 1973) . Earlier reports of rupture of the spleen complicating septicaemia from an extra-abdominal source such as a carbuncle are not well documented (Deihl, 1924; Miller, 1961 (Fig. 3) (Fig. 4) (Boyd, 1970) . It is well recognized in pneumonia, septicaemia, acute endocarditis and typhoid but rupture of the septic spleen has only occasionally been reported. The most recent reported case was secondary to renal sepsis (Reisman and Logan, 1968 (1946) of seven patients with a ruptured spleen due to infectious mononucleosis no spleen weighed less than 425 g. All the patients were, however, much younger, the oldest being 29 years.
Infectious mononucleosis has a marked predilection for young persons; only 21% of cases occurring in patients over the age of 25 years (Finch, 1969 often atypical and few patients over the age of 60 years have been described with infectious mononucleosis (Shapiro and Horwitz, 1959) . The danger of rupture of the spleen in this condition is well documented (Yurko, Winegarner and Kinsey, 1965) and accounts for 25%/ of the deaths in this otherwise benign condition (Finch, 1969 (Registrar General, 1974) but the proportion in which death is due to rupture is not recorded. Since rupture is said to carry a 20%. mortality (Sakulsky et al., 1967) it must be a rare event in the United Kingdom.
Positive differential tests for the heterophile antibody of infectious mononucleosis are usually regarded as diagnostic of the condition. False positives are very rare but have been reported with pancreatic neoplasm (Sadoff and Goldsmith, 1971) , rubella (Phillips, 1972) and rheumatoid arthritis (Horwitz, 1973) . It should be remembered that resurgence of heterophile antibody reactions may follow respiratory tract infections (Hoagland, 1963) .
The characteristic histological features of the ruptured spleen of infectious mononucleosis are infiltration of the capsule, trabeculae and adventitia of blood bessels with lymphocytes and mononuclear cells and massive hyperplasia of the red pulp (Custer and Smith, 1946) . These were the features noted in the spleen of the present patient. Infiltration of the capsule and trabeculae so weakens the architecture of the spleen that it is rendered susceptible to damage by otherwise trivial trauma. Similar infiltration of splenic blood vessels may predispose to subcapsular spontaneous haematoma which subsequently breaks down to cause rupture. In the case described the spleen will have been rendered additionally fragile owing to intra-abdominal sepsis. Antibody studies and histology strongly suggest that the patient presented suffered from infectious mononucleosis. The normal peripheral blood film need not detract from the diagnosis because the lymphocytosis which normally accompanies the disease often reverts to normal after the third week of the illness. It is at this time that the spleen is said to be most likely to rupture.
Examination of sections of the spleen by a pathologist experienced in this field and aware of the possible diagnosis may be necessary for the features of infectious mononucleosis to be recognized since peripheral blood films and antibody studies may be negative. The part played by septicaemia secondary to perforation of the duodenal ulcer cannot be assessed by histological examination but it seems likely that this contributed to the course of events in this patient.
